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complaint # _____________ 
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COMPLAINT INVESTIGATION 
 
Date ____________________                               Complaint taken by  ____________________________ 

Address in question___________________________________________  MAP _______ LOT ________ 

Property owner  _____________________________________________  Zone  ____________________ 

Complaint____________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Person making complaint ____________________________________  Phone  _____________________ 

Complainant’s address __________________________________________________________________ 

By telephone  ________           In person  _________          By mail _________   

Inspector assigned:  __________________________ 

Action needed:  Return call ________Site inspection _______ Send letter _________Date Sent ________  

INSPECTOR’S NOTES   ________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Further action   ________________________________________________________________________  

_____________________________________________________________________________________ 

COMPLAINT TRACKING 

Initial date of complaint ________  Additional action required____________________________ 

Site visit date ________    

Letter sent date ________   Date investigation closed _____________ 

Follow up date ________   Time spent on complaint _____________ 


